Background: Sexual behavior is among the complex dimensions of humans. Various factors are effective in sexual function. Sexual dysfunction affects people's mental health.
and violence is against woman in 90% of the cases (Garcia-Moreno & Watts, 2011) . Evidence has indicated that 66% of Iranian women have experienced violence at least once from the beginning of their marital life. Yet, the rate and type of domestic violence are significantly different in various provinces of Iran (Navroi & Zeinali, 2012) . Some studies have demonstrated a significant correlation between types of spousal abuse and female sexual dysfunction (Santos-Iglesias, Sierra, & Vallejo-Medina, 2013) .
Sexual response cycle includes several steps: desire, sexual excitement, stability, orgasm, and resting. In sexual desire and arousal disorder, while enjoying complete physical health, the person is not interested in sexual behavior and partnership (Berek, 2012; Hopkins et al., 2015) . Sexual excitement disorder emerges with reduced vaginal wetness or dyspareunia. In physiological terms, orgasm refers to reaching the peak of sexual pleasure, before which the arousal step should be complete. The main problem of most patients is that they remain in the arousal step, could not reach the following step, and thus gradually lose their sexual desire. Women may be so sensitive to follow-up her own and her partner's responses and so concerned about failure that could not let her natural reflexes cause orgasm (Ramondetta, 2013) . The prevalence of sexual dysfunction has been 52% in the U.S., 32% in England, 34% in Australia, 26% in Japan, 28% in China, and 37% in Korea. The difference in the prevalence rates might be attributed to the demographic features of the research population and women's shamefulness in expressing their sexual problems (Lewis, 2012) . According to the national investigation performed in Iran in 2005, 31.5% of the women were suffering from sexual dysfunction. Although this rate is lower than some other countries, it indicates sexual problems as a major health problem among Iranian women (Ramazani, 2012 . ) Patients with sexual disorders normally hide their problems and try to solve them at home. Therefore, these symptoms are not treated, eventually leading to chronic symptoms, mental disorders, and disappearance of tranquility from the couples' lives. Moreover, women suffering from sexual dysfunction have mood disorders, low self-confidence, introversion, feeling guilty, and depression, which might result in divorce (Takahashi, Inokuchi, Watanabe, Saito, & Kai, 2011) . Sexual satisfaction is defined as the judgment and analysis of every person about her/his own sexual relation which is considered enjoyable. Such satisfaction is influenced by mental factors, person's relationship with the sexual partner, environmental and cultural factors, diseases, and so on (Pourakbaran & Yazdi, 2015) . Considering the negative effects of sexual dysfunction and its resulting complications on the family and society and due to the fact that expression of sexual problems is not easy because of cultural issues, prevention and treatment of these disorders is the main responsibilities of the health team. Of course, this issue requires awareness about the prevalence of these disorders in the society so that the necessary measures can be taken to eliminate these problems (Takahashi, Inokuchi, Watanabe, Saito, & Kai, 2011) .
Objectives: Thus, the present study aims to assess the relationship between general health and female sexual dysfunction among the women referring to Shiraz Forensic Medicine Center, Iran.
Methods
This cross-sectional, descriptive-analytical study was conducted on the women experiencing spousal abuse who had referred to Shiraz Forensic Medicine Center from January to March 2014. The research population included all the women experiencing spousal abuse who had been referred by judicial authorities to Forensic Medicine Center and were willing to participate in the study. Considering the prevalence rate of sexual disorders based on the previous studies (31.5%), α=0.05, and accuracy of 6.5%, the 197-subject sample size was determined for the study. The subjects were selected through simple random sampling.
The inclusion criteria of the study were gaining sufficient scores in one of the dimensions of the questionnaire assessing violence against women (>16 in physical violence, >11 in physical violence, >3 in sexual violence, and >2 in economic violence), being willing to take part in the study, aging 16-45 years old, being able to read and write, living in Fars Province, not having severe physical injuries, and not being pessimistic. In case the individuals were not willing to continue their cooperation in the study or had not accurately completed the questionnaires, they were excluded from the study.
The data were collected using demographic information questionnaire, a questionnaire assessing violence against women, female sexual function index (FSFI), and general health questionnaire (GHQ-28).
Demographic information questionnaire included age, education, parity, number of children, history of drug abuse, history of addiction, housing status (tenant, own house, house of wife's parents, house of husband's parents, others), number of spouses, in-laws' interference, history of infertility, contraception methods, social status of wife's parents, husband's age, husband's occupation, husband's income level, husband's education, social status of husband's parent, husband's history of addiction, husband's history of imprisonment, and family's income level.
The questionnaire assessing violence against women consisted of 32 items and 4 factors. The first (items 1-16), second (items 17-27), third (items 28-30), and fourth (items 31-32) factors dealt with mental, physical, sexual, and economic violence, respectively. The items could be responded through "Not at all", "Once", "Twice", and "More than twice" and, accordingly, received a score between 1 and 4. Thus, the scores of mental, physical, sexual, and economic violence could range from 16 to 64, 11 to 44, 3 to 12, and 2 to 8, respectively. Khaghani reported the Cronbach's alpha coefficient of this questionnaire as 0.97, which was the basis of the present study (Saadati, 2012) .
FSFI evaluated 6 dimensions of sexual function (sexual desire, arousal, orgasm, dyspareunia, lubrication, and sexual satisfaction) in the recent four weeks. In this scale, scores of 0-5 were assigned to the items related to sexual desire, 1-5 to those related to arousal, lubrication, orgasm, and dyspareunia, and 0-5 to the items dealing with satisfaction. The total score of the index was also computed by summing up the scores of these 6 dimensions. Accordingly, higher scores represented better sexual functioning. In order to equiponderate the dimensions, the maximum score was considered 6 for each dimension and 36 for the whole scale. The reliability of the FSFI was confirmed through Cronbach's alpha >0.70 for all the dimensions. It should be noted that the cut-off point of 28 was considered for the diagnosis of sexual dysfunction (Ramondetta, 2013) .
GHQ-28 which was introduced by Goldberg and Helyerand is a reliable instrument for determining individuals' mental disorders. This questionnaire includes 4 subscales, namely somatic symptoms (items 1-7), anxiety and insomnia (items 8-14), social dysfunction (items 15-21), and depression (items 22-28). The individuals receiving scores >24 were considered to have mental disorders. The reliability coefficients for all the subscales were above 0.70 (Saadati, 2012) .
At first, the participants were provided with the questionnaire assessing violence against women. In case they obtained sufficient scores in any of the violence areas (the lowest score in one of the dimensions), they were given demographic information questionnaire, FSFI, and GHQ-28. This process continued until the sufficient number of samples was selected.
Ethical Considerations
At first, permission was gained from Vice-Chancellor of University for Research Affairs and the study was approved by Ethics Committee of the Shiraz University of medical sciense. Then, the research objectives were explained to the participants and they were reassured about the confidentiality of their information and that participation in the study was voluntary. Also, written informed consents for taking part in the study were obtained from all the participants.
Statistical Analysis
The data were entered into SPSS statistical software (v. 18) and analyzed using descriptive statistics, Chi-square, t-test, Pearson's correlation, and linear regression. Significance level was set at 5%.
Results
This study was conducted on 197 women with complaints about spousal abuse and sexual dysfunction who had referred to Shiraz Forensic Medicine Center in 2014. According to the results, the mean age of the female and male participants was 30.42 and 35.15 years old, respectively, and most of the subjects had high school diplomas (43.7% of the women and 33% of the men). Besides, 83.2% of the women were homemakers. The mean score of general health was 43.31. The highest mean score of general health was related to anxiety and insomnia, indicating the lower prevalence of these problems among the studied women. On the other hand, the lowest mean score of general health was related to depression, representing the higher prevalence of this disorder among the participants (Table 1) . The mean score of sexual dysfunction was 15.80 (Table 2 ). Considering the cut-off point, 85.3% of the subjects had mental disorder and 91.9% had sexual dysfunction. The relationship between FSFI variables and general health was assessed using Pearson's correlation test. The results revealed a significant, negative, reverse relationship between sexual dysfunction and somatic symptoms (P=0.027), anxiety and insomnia (P=0.004), and overall general health (P=0.041). Thus, higher general health in the dimensions of somatic symptoms, anxiety and insomnia, and overall general health was accompanied by a reduction in sexual dysfunction. However, the linear relationships between sexual dysfunction and social dysfunction (P=0.237) and depression (P=0.787) were not statistically significant (Table 3) . Pearson's correlation test was used to assess the relationship between sexual dysfunction and mental health dimensions. The results revealed significant correlations between somatic symptoms and sexual desire (P=-0.001), orgasm (P=-0.023), sexual satisfaction (P=-0.026), and overall sexual dysfunction (P=-0.027). Also, anxiety and insomnia were associated with all the dimensions of sexual function and overall sexual dysfunction (Table 4) . However, no significant relationship was observed between social function and depression and any of the sexual dysfunction dimensions (Table 4) . Furthermore, overall mental health was significantly associated www.ccsenet.org/gjhs Global Journal of Health Science Vol. 8, No. 10; 2016 with sexual desire (P=-0.008), orgasm (P=-0.050), and overall sexual dysfunction (P=-0.041), but not with other dimensions (Table 4 ). All of these relationships were negative and reverse; i.e. higher general health levels were accompanied by lower sexual dysfunction and vice versa.
Discussion
Women's health is one of the main priorities of the society's health. The present study aimed to determine the relationship between general health and sexual dysfunction among the women experiencing spousal abuse who had referred to Shiraz Forensic Medicine Center. According to the results, 8.1% of the participants had desirable sexual function, while the rest (91.9%) complained about different degrees of sexual dysfunction. The results were in agreement with the findings reported by Mazinani et al. (2013) , which represented the high prevalence of sexual dysfunction among women (Mazinani, Akbari Mehr, Kaskian, & Kashanian, 2013) . In the present study, 85.3% of the participants had mental disorders and a significant relationship was found between overall sexual dysfunction and somatic symptoms, anxiety and insomnia, and overall general health. Also, lower anxiety and insomnia were accompanied by lower sexual disorders. However, no significant association was observed between sexual dysfunction and other dimensions of general health (social function and depression). Fabre et al. (2012) also investigated mental health and proposed that sexual and mental disorders resulted from low mental health levels in a large number of women (Fabre & Smith, 2012) . Moreover, Montesi et al. (2013) examined the effects of anger and anxiety on men's and women's sexual desire and came to the conclusion that increased anger level led to decreased sexual desire in both men and women. Besides, a negative relationship was found between anxiety and sexual desire; i.e. as the level of anxiety increased, sexual desire decreased in both men and women (Montesi et al., 2013) . Other studies have also demonstrated a significant relationship between mental health and sexual dysfunction (Berek, 2012; Lin, Juang, Wen, Liu, & Hung, 2012; Kalmbach, Pillai, Kingsberg, & Ciesla, 2015) . This was in agreement with the findings of the current work.
Our study's results revealed a significant association between somatic symptoms and sexual desire, orgasm, sexual satisfaction, and overall sexual dysfunction, implying that lower general health in somatic symptoms dimension was accompanied by increase in sexual desire, orgasmic, and sexual satisfaction disorders and overall sexual dysfunction. This finding was in line with the results of Eliason's (2014) study (Eliason, 2014) . According to Sadock et al. (2007) , the effective factors in orgasmic disorder included medical and general disorders, physical status, mental status, anxiety in sexual relationships and reaching orgasm, pelvic complaints such as lower abdominal pain, vaginal discharge, and itching, increased tension and irritability, fatigue, and fear from pregnancy (Sadock & Sadock, 2011) . The findings of the present study demonstrated that anxiety and insomnia were significantly related to the 6 dimensions of sexual dysfunction and overall sexual dysfunction. Accordingly, increase in anxiety and insomnia resulted in an increase in disorders in the whole sexual dysfunction dimensions as well as in overall sexual dysfunction. In general, different factors are associated with sexual desire disorders, including depression, anxiety, stress, abstinence from sexual relationship for a long time, hostility to the sexual partner, and marital conflicts. Moreover, lack of self-esteem, access to a suitable sexual partner, proper relationships with the sexual partner in non-sexual areas, age, and overall health status might decrease sexual desire (Sadock & Sadock, 2011) . Anxiety has been reported as an effective factor in sexual dysfunction. In this respect, a large number of studies have indicated that, when such individuals are faced with sexual stimulants, they get worried about their sexual performance and are distracted from sexual stimulants, which could lead to a decrease in their sexual arousal (Montesi et al., 2013) . The present study's results showed no significant relationships between sexual dysfunction dimensions and depression and social function. In contrast, Lai et al. disclosed that reduced sexual desire and orgasm were highly prevalent among depressed women. Controlling depression symptoms can improve individuals' satisfaction and sexual function, which seems to support the importance of psychological issues in the incidence of sexual disorders (Takahashi, Inokuchi, Watanabe, Saito, & Kai, 2011) . In general, human's sexual satisfaction is mostly a product of mind rather than body and depression, anger, anxiety, and fear can interfere with the ability to enjoy sexual activities (Atlantis & Sullivan, 2012) . Suffering from organic and physical diseases could affect sexual activity and satisfaction. Non-organic factors, such as barriers related to social-religious beliefs, sexual injuries, and bad sexual experiences, can have an impact on normal sexual function as well. Depression, mental pressure, chronic diseases, social function, infertility, pregnancy, inappropriate relationship with one's spouse, delivery, social status, lifestyle, and marriage characteristics could also affect individuals' sexual satisfaction (Christensen et al., 2011) . The findings of the current study demonstrated a significant correlation between overall general health and sexual desire, orgasm, and overall sexual dysfunction. Accordingly, as the overall general health decreased, sexual desire disorder, orgasmic disorder, and overall sexual dysfunction increased. Similarly, Ghaedi et al. (2013) reported a significant relationship between the symptoms of mental disorders and sexual disorders (Ghaedi, 2013) . One of the limitations of the present study was the large number of questionnaires and some participants' lack of cooperation due to cultural issues and Small sample size.
Conclusion
Based on the findings of the current study, individuals' general health seems to be associated with sexual dysfunction and their mental health can, to some extent, predict sexual dysfunction. Ability to have appropriate sexual relationships requires having skills which are both trainable and learnable. Increasing couples' skills in the aforementioned dimensions can, in turn, increase their marital adjustment, satisfaction, and general health. Hence, training and consultation programs regarding sexual issues and improvement of mental health are recommended to be conducted for couples in order to increase their marital satisfaction and enhance families' stability. In addition, provision of psychological services in gynecology and other related centers can play a critical role in the prevention and treatment of these disorders.
